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F 0926 Have policies on smoking.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observation, interview, and record review, the facility failed to implement its smoke policy by allowing
residents to smoke near the main entry door and not having metal containers with self-closing cover devices

Residents Affected - Some in smoking areas. This applies to all four smokers (R1, R2, R3, and R4) reviewed for safe smoking in a

sample of 4.The findings include:On 12/19/25 at 9:12 AM, V2 (Director of Nursing/DON) stated that we have
four smokers (R1, R2, R3, and R4) in the building, and our designated smoke area is on the left side of the
building (50 to 60 feet away from the main entry door) with benches.R1 is a [AGE] year-old male with intact
cognition as per the Minimum Data Set (MDS). On 12/19/25 at 9:15 AM, observed R1 coming from the left
side of the building after smoking. R1 stated, | pretty much smoke here on the left side of the building.
Sometimes | go to the right side of the building to smoke.On 12/19/25 at 9:15 AM, observed the designated
smoke area with V2 and observed cigarette butts on the ground with no metal containers with self-closing
cover devices in the smoking premises.On 12/19/25 at 11:10 AM, observed the facility's main entry door with
V3 (Social Service Director). The main entry door was observed with benches on both sides, 10-15 feet
away from the entry door. Observed numerous cigarette butts around both benches close to the main entry
door.On 12/19/25 at 11:05 AM, observed the right side of the building (50 to 60 feet away from the entry door
with V3 and observed two benches and cigarette butts on the ground, with no self-closing devices in the
premises.On 12/19/25 at 11:00 AM, V3 stated, The smoking residents are supposed to smoke on the left
side of the building. We are telling them, but they don't listen. If the residents are smoking near the entry
door, the receptionist is supposed to redirect them to the designated area. There should be self-closing
devices in the designated smoking premises.On 12/19/25 at 11:20 AM, V1 (Covering Administrator) stated, |
just came to cover for the administrator here. This facility used to be a non-smoking facility. Now they admit
smokers, too. We will clean up the cigarette butts near the entry door and educate residents not to smoke
there.A review of the facility presented a policy on smoking residents (reviewed on 4/18/24) document:2.
Smoking is only permitted in designated resident smoking areas, which are located outside of the building.4.
Metal containers, with self-closing cover devices, are available in smoking areas.
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